AN MHEALTH BEHAVIORAL INTERVENTION FOR PROMOTING PHYSICAL ACTIVITY AND SLEEP IN COMMUNITY-DWELLING OLDER ADULTS
Evidence suggests physical activity (PA) improves sleep in older adults. This study examined the preliminary effect of a personalized mHealth behavioral intervention on PA and sleep in older adults. We conducted a randomized controlled pilot trial in 21 community-dwelling older adults with sleep complaints. The 24-week mHealth behavioral intervention included a 2-hour in person training session, personalized exercise prescription, real time PA self-monitoring, interactive prompts, phone consultation, and weekly financial incentives. PA and sleep were measured objectively using Actiwatch 2.0 and subjectively using questionnaires. Peripheral blood was drawn for measuring Plasma inflammatory biomarkers [interleukin 1β, 6, 8, , and c-reactive protein (CRP)]. Data were collected at baseline, 8-week, 16-week, and post intervention. Repeated measures ANOVA (time*group) was used to examine differences of PA and sleep across times between the two groups. Majority of participants are women (71.4%) with mean age of 73.7 (SD = 6.9). Repeated measure ANOVA showed significant (p <0.05) improvement of objective and subjective PA, objective nocturnal sleep duration, self-report sleep quality (measured by Pittsburg Sleep Quality Index and Insomnia Severity Index) and decreasing of sedentary time over times in the intervention group (n=11), compared to the control group. The intervention group showed significant reduction of plasma TNF-α and CRP levels at 16-week and post intervention. Interventions combining personalized PA and mHealth strategies may positively affect physical activity and sleep in older adults. A larger study is needed to test the efficacy of this intervention and the mechanisms associated with it. Selecting appropriate outcome measures for multimorbid, acutely hospitalized geriatric patients poses specific challenges, which may have caused inconsistent findings of previous intervention trials on early inpatient rehabilitation. The objective of this review was to describe primary outcome measures used in randomized controlled trials (RCTs) on early rehabilitation in older hospital patients, to analyze their matching to intervention programs, and to evaluate the effects of matching on the main findings of these RCTs. A systematic literature search was conducted in PubMed, Cochrane CENTRAL, CINAHL, and PEDro databases. Inclusion criteria were: RCT, patients aged ≥ 65 years, admission to hospital, physical exercise intervention, and primary outcome measure during hospitalization. Two independent reviewers extracted the data, assessed the methodological quality, and analyzed the matching of primary outcome measures to the intervention, study sample, and setting. Main study findings were related to the results of the matching procedure. In 28 included articles, 33 different primary outcome measures were identified, which we grouped into six categories: functional status, mobility status, hospital outcomes, adverse clinical events, psychological status, and cognitive functioning. Outcome measures differed considerably within each category showing a large heterogeneity in their matching to the intervention, study sample, and setting. Outcome measures that specifically matched the intervention contents were more likely to document intervention-induced benefits. Mobility instruments seemed to be the most sensitive outcome measures to reveal such benefits. High specificity (optimized match) of outcome measures and intervention contents is a key factor to reveal benefits of early rehabilitation in acutely hospitalized geriatric patients. The purpose of this secondary analysis was to assess the relationship between objective and subjective perceptions of motor function measures in older adults following a 12 week adapted tango or health education intervention. A quasiexperimental, two-group, repeated-measures design was used. The study took place in diverse senior independent living communities in an urban metropolitan area. 74 older adults participated (Tango: n= 62, age: 82.3 (8.81) years; Education: n=12, age: 84.1 (7.86) years). Participants were assigned to 20 sessions of 90-minute tango (n = 62) or health education (n = 12) classes over 12 weeks. Motor function, depression, mental and physical quality of life were measured before and after intervention. At post-test, participants indicated their level of agreement with statements that they improved in the objectively measured domains of motor function. Correlations were performed between subjectively rated agreement, and changes in motor function and depression/quality of life. Tango subjective ratings were negatively correlated with empirically observed improvements in balance (r= -.423) and endurance (r= -.241); although their ratings moderately correlated positively with coordination (r=.319) and minimally correlated positively with lower body strength (r=.188). In Tango, decreased depression was positively correlated with self-perceived improved lower body strength (r=.271) and endurance (r= .254). Improved mental function was moderately (r=.423) positively correlated with self-perceived improved balance and coordination (r=.306). After rehabilitation, even in the presence of improved depression and quality of life, older adults may not perceive empirically observed motor function improvements, particularly in balance and lower body strength. Domains of functional performance (strength, balance) and cognition (executive function, processing speed) have been shown to independently predict both comfortable and gait speed. Walking speed reserve (WSR) reflects an individual's ability to increase their walking speed when needed to adjust to environmental demands. Increasing speed requires a higher demand of neuromuscular control and cognitive resources. Few studies have investigated WSR; however, poorer cognitive status has been shown to be associated with a smaller WSR. Understanding mechanisms in WSR could help with intervention development. The purpose of this study was to investigate the interplay of functional performance and cognition on WSR. Sixty-seven community-dwelling older adults (mean age 80.57; 71% female) completed assessments including: global cognition (Mini Mental State Examination), leg strength (30 Second Chair Stand), balance (Functional Reach), executive function (Trail Making Test Part-B, clock-drawing test, Flanker Task), simple reaction time, processing speed (Digit Symbol Substitution Test), and gait speed (comfortable and fast) using the GAITRite® system. WSR (fast-comfortable gait speed) was the dependent variable. Independent variables in the regression model were selected using Pearson correlation values <0.05 (strength (r=.332, p=.006) and processing speed (r=.361, p=.003)). Linear regression revealed that the strength and processing speed explained 16.3% of the variance (adjusted r2) of WSR and were both unique predictors of WSR indicating individuals with greater strength (B=.79, p=0.036) and faster processing speed (B=.44, p=0.015) have a greater capacity to alter their gait speed. Further, the interdependence between cognition and physical performance emphasizes the importance of interprofessional care for older adults. Background: The associations between obesity, physical function, falls and fractures are unclear. Aim: The aim was to investigate whether obese adults have poorer sensory function, physical function as well as higher fracture risk than normal weight peers; and whether confounders explain potential differences between body mass index (BMI) categories. Methods: A case-control study was conducted using 98 wrist fracture cases (50-75 years) and 48 matched controls. Measurements included among others: anthropometrics, sensory function (Semmes-WeinsteinMonofilaments), physical function (Five-times-sit-to-stand test (FTSTS), questionnaires on previous fractures and fall history, the Activities-Specific-Balance-Confidence (ABC) and the Dizziness-Handicap-Inventory (DHI) scales. Results: Obese participants had lower physical function (FTSTS: +2.8sec,P<0.001), lower tactile sensitivity (monofilaments:+3.4 g,P=0.013), poorer ABC score (14.0,P<0.001), higher DHI score (11.6,P<0.001) and experienced more falls the previous 12 months (+0.8,P=0.006) compared to normal weight subjects. According to crude logistic regression analysis, the hazard ratios for wrist fracture in overweight and obese subjects were 2.7 (P=0.012) and 5.6 (P=0.002), respectively. When FTSTS was included in the statistical model (HR:1.7,P=0.004), it reduced the hazard ratios of overweight and obesity close to 1. Lifetime fractures (HR:5.5,P<0.001) and fall history (HR:4.3,P<0.001) were associated with an increased fracture risk independently from the BMI categories. Conclusion: Obese individuals have poorer physical function,
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